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ANOMALOUS POSITIONS OF THE COLON; 

With Report of a Case Discovered by Exploratory Operation. 

By John B. Shober, A.M., M.D., 
OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL; GYNECOLOGIST TO THE HOWARD HOSPITAL; 

ASSISTANT SURGEON TO THE GYNECEAN HOSPITAL. 

On September 11, 1897, at Bar Harbor, Maine, E. B., aged thirty- 
six years, first consulted me in regard to his health. He was extremely 
despondent and melancholy, and stated that for weeks he had eaten very 
little, barely enough to keep alive, sometimes eating only once a day; 
that he was losing strength rapidly, and that, owing to increasing dis¬ 
comfort in the lower part of the right side of the abdomen he feared 
that there might be some disease of the appendix. 

For sixteen years he has been an invalid. He is over six feet tall, 
and weighs about 140 pounds. He is much emaciated, of dark, sallow 
complexion, and melancholy expression. He has never had any seri¬ 
ous acute disease. No tuberculosis in his family. His father died about 
a year ago of sarcoma of the superior maxillary bone. His mother died 
of apoplexy in her sixty-sixth year. A brother and sister died of 
typhoid fever. One brother and two sisters are living and healthy. 

At various times he has been treated for supposed disease of the liver, 
for chronic indigestion, for weak heart, for neurasthenia, nervous pros¬ 
tration, etc. He does not remember ever having had an attack of abdom¬ 
inal inflammation. He was always delicate as a child, but until his 
sixteenth year he enjoyed fairly good health. About that time he broke 
down with what was called nervous prostration, and he has never been 
well since. 

For sixteen years past he has been conscious of discomfort, weight, 
uneasiness, and occasional sharp, sudden pain all through the region 
below and to the right of the umbilicus. He always eases himself in 
this region as much as possible. These feelings are becoming more and 
more intense, with at times a dull, heavy, aching pain and a feeling as 
if a mass as large as au orange was there. Often there is distention, 
and he passes much flatus. His general symptoms are those of malnu¬ 
trition and auto-intoxication from faulty assimilation of food. Often his 
digestion is so poor that for days he eats almost nothing. He then be¬ 
comes so prostrated and weak that he can scarcely walk. Such is his 
present condition. At these times his pulse is weak and slow (58 or 
60), and there is a dull and heavy feeling in the head as though a 
weight were on it. He recovers slowly from these attacks, and is able 
to take moderate exercise and even ride a bicycle. The discomfort and 
pain in the right iliac region has increased considerably during the past 
six months. The bowels, though seldom constipated, are usually costive, 
and he uses glycerin suppositories for relief. He is very despondent, 
and says that life is not worth living ; that he would be willing to lose 
his right arm if thereby his general health could be improved. 

Physical Examination. He is extremely emaciated, sallow, and 
anaemic, with an expression of deep despondency. The tongue is trem¬ 
ulous, large, flabby, and slightly coated. Lungs normal. Action of 
heart weak and slow (58). Valvular sounds normal; no organic lesion. 
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Liver, spleen, and kidneys are apparently normal. On examination 
of the abdomen there is noted slight tension of the right reetus muscle 
and resistance over the caput coli. The colon is somewhat distended. 
Deep pressure at McBurney’s point causes him to wince and produces 
decided pain. A mass in the region of the vermiform appendix can be 
palpated, and feels about the size of a small cigar, pointed south. Press¬ 
ure upon it causes pain. The urine was examined a few days later. 
It was normal as to color and reaction, contained no albumin or sugar, 
but there was an excess of urates and a few oxalates. 

The patient was told that some unusual condition existed in this re¬ 
gion of his abdomen, with a possibility of chronic dissase of the appen¬ 
dix, and a consultation was requested. 

On September 13th Dr. L. Bolton Bangs, of New York, saw the pa¬ 
tient with me. He confirmed the diagnosis of possible chronic appendi¬ 
citis, and advised exploratory operation. The patient was told that the 
diagnosis was very uncertain ; that it was clear that some abnormality 
existed which justified exploration. He consented, and arrangements 
were made to have the operation performed in Philadelphia as soon as 
possible after our return. 

On September 27th he was admitted to a private room at the Howard 
Hospital, Philadelphia, and on the following day Dr. Edward Martin 
saw him in consultation. The same opinion was given as in the consul¬ 
tation with Dr. Bangs. 

On September 29th I operated, with the assistance of Dr. Martin. 
The usual incision for appendectomy was 'made. The caput coli was 
not in its usual position. It was found dipping over the brim of the 
pelvis on the right side, becoming lost below the peritoneum, so that the 
appendix was entirely subperitoneal and could not be located. The 
ascending colon took its usual course. Loops of large intestine, pre¬ 
sumably transverse colon and the first portion of the descending colon, 
occupied the upper portion of the abdominal cavity and covered the 
small intestine. These loops could be readily drawn down iuto the ab¬ 
dominal wound. The middle portion of the descending colon was found 
to cross the vertebral column obliquely from above downward, and 
from left to right, thus causing the sigmoid flexure to enter the pelvis 
on the right side of the promontory of the sacrum between it and the 
first portion of the ascending colon, thus it occupied the normal posi¬ 
tion of the appendix, and it was the abnormally placed sigmoid which 
had been felt by palpation and which caused pain on pressure. (See 
Fig. 1.) In order to prove the anomalous position of the sigmoid at the 
operation, an assistant nurse was instructed to pass a long rectal tube 
per rectum. It was passed six or seven inches, and was found to enter 
the sigmoid which was held between the fingers immediately below the 
abdominal wound. This would have been impossible had the sigmoid 
occupied its normal position. The ileo-colic juncture was sought for, 
but could not be located. The lower portion of the ileum, however, was 
traced to the anterior fold of the mesocolon, about one inch above the 
brim of the pelvis. It could not be traced further, as the mesocolon at 
this point was short and merged into the peritoneum lining the false 
pelvis. Thus, in order to have found the caput coli and the appendix, 
it would have been necessary to have opened the peritoneum posteriorly 
and to have performed an extensive dissection. This course was con¬ 
sidered unjustifiable, as there was no evidence of trouble with the caput 
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coli or of the appendix other than their anomalous positions, and suffi¬ 
cient abnomality had been found to accunt for the state of the patient’s 
health. 

The abdominal wound was closed as quickly as possible with buried 
catgut sutures in layers and subcutaneous catgut for skin. 

Fig. 1. 

Convalescence from the operation was uninterrupted, except that on 
or about the tenth day superficial suppuration occurred in the wound, 
which required almost daily dressing for several weeks. At the end of 
this time there was firm, strong union. The following is a note from 
my case-book on November 11, 1897 : 

“ During convalescence the patient absolutely refused to take any 
kind of treatment which was advised. He has been for a long time and 
is still in a state of nervous prostration. He is decidedly neurasthenic 
and a hypochondriac. Dr. John H. Musser has seen him several times in 
consultation, with a view to outlining some form of treatment which might 
meet the mechanical problems of this most unusual case. We find it im¬ 
possible to do anything with him. He positively refuses to take advice.” 

In contradistinction to those cases in which the caput coli is found to 

occupy high positions in the abdominal cavity, such as the right lumbar 

and hypochondriac regions, and the many reported cases of imper¬ 

forate anus and other cases of obliteration of one or more portions of 

the colon, we have to look upon this case, it seems to me, as one of over¬ 

development of the colon. It is well known that in early foetal life the 

colon is so arranged that it forms almost a straight canal from above 

downward, and that in the early months the ciecum describes a curve 

downward and to the right until it finds its place in the right iliac fossa 

at about the end of the fourth month of pregnancy. At the same time 
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other developmental changes are taking place at the distal end of the 

colon which result in the formation of the rectum and anus. When 

this process of development is interrupted either by reason of peritonitis 

in the foetus, causing adhesions, or by reason of some other cause, the 

normal development may be permanently arrested, or at least retarded, 

thus resulting in the abnormalities alluded to above. In many of the 

reported cases of arrested development have been found scars of the 

peritoneum, bands and adhesions, and even membranes separating dif¬ 

ferent parts of the intestines from each other. These seem to be indica¬ 

tions of a peritonitis occurring in the foetus, and they have been con¬ 

sidered the causative agents in the arrest of development. The above 

case, on the other hand, is one in which the caecum has been drawn 

down into a lower position in the abdominal cavity than it should nor¬ 

mally occupy, as in a ease reported by Turner,1 carrying with it the 

ileo-colic juncture as well as the vermiform appendix. It is also to be 

remarked that it seems to have developed between the layers of the 

mesentery and behind the peritoneum, thus being bound down in such 

a manner as to have very little play. Under such circumstances it is 

easy to understand that there would be a constant tendency to retention 

of feces, and even impaction in the caput coli. By reason of its bound- 

down position the csecum would have great difficulty in evacuating itself. 

Again, these cases of elongated and coiled sigmoid flexures seem to me 

to be the result of overdevelopment of this portion of the colon. This 

may also be said of those cases of lengthened transverse colon and the 

cases in which the descending colon ascends again before descending 

into the pelvis on the right side, or in the middle line, or normally on 

the left side. The question as to whether such conditions of overdevelop¬ 

ment are congenital or acquired during infancy or early childhood is 

one which cannot be readily decided. The writer is inclined to believe 

that in some cases these abnormalities may reach their full development 

in the foetus, but that in many instances the process of overdevelopment 

goes on after birth, extending over periods of years. In support of this 

belief it is only necessary to remember that a very large number of 

cases have been reported in adults ; in people who have been enjoying 

good health until some such cause as a gravid uterus or an obstinate 

constipation with impaction has caused an obstruction resulting in fatal 

ileus. Again, many of these cases have died of some other disease, as 

typhoid fever or pleurisy. 

Depending upon the extent and character of the abnormality, these 

cases must suffer more or less from a sluggish action of the bowels and 

have a tendency to constipation, and, therefore, must be in constant 

danger of obstruction. 

1 Edinburgh Med. Journ., 1863-64, vol. ix. pp. 110-116. 
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When a condition exists such as has been described in the case above 

reported, it is easy to understand how difficult it would be for the colon 

to empty itself normally. There is a constant tendency for feces to be 

retained in the caput coli, and the descending colon as it crosses the ver¬ 

tebral column in its oblique descent from left to right would present an¬ 

other seat of possible obstruction. The patient declares that for many 

years past he has had a feeling of uneasiness, weight, and fulness in 

all that region below the umbilicus and to the right of the median line, 

and that at times he has felt as though a mass were there as large as 

an orange. At these times all his symptoms of ill-health are intensified, 

and he becomes so prostrated that he is scarcely able to walk ; his ap¬ 

petite is entirely destroyed, so that food disgusts him ; he has a feeling 

of weight on the top of the head, the complexion becomes sallow and 

muddy ; he sinks into a condition of great despondency, so that life does 

not seem worth living. These are the symptoms of auto-intoxication 

from retained feces, and the abnormality discovered sufficiently accounts 

for the condition. 

Indications for Treatment which Suggest Themselves. Keg- 

ular mechanical unloading of colon by high enemas; massage; elec¬ 

tricity, local and general; diet (experimental) ; blood-making food and 

tonics, such as carnogen and pepto-manganate of iron, aids to digestion, 

like pepsin, pancreatinin acids, etc.; regulated exercise and fresh air. 

Eighteen Cases in whieh the Sigmoid Flexure and the Rectum were Found 

on the Right side of the Pelvis. 

J. Chiene,1 among a number of interesting cases of congenital anom¬ 
alies of the intestine found in the dissecting-room, records two in which 
the sigmoid flexure was on the right side. 

1. A male. The sigmoid flexure passed across to the right iliac region, 
where it was tied down by the peritoneum before it entered the pelvis to 
the right of the middle line. 

2. A male. The csecum and ascending colon were largely dilated and 
their coats thinned. They possessed a large mesentery, and were freely 
movable. The sigmoid flexure crossed to the right side and was tied 
down in the right iliac fossa before it entered the pelvis on the right 
side of the middle line. 

’ 3. W. Gruber2 reports several abnormalities of the colon, the third 
being a case where the descending colon crossed the vertebral column 
obliquely, and the sigmoid and rectum thus descended on the right side 
of the pelvis. (Similar to case of E. B.) 

4. He records still another where there was shifting of the rectum to 
the right side, the sigmoid descending into the pelvis over the promontory 
of the sacrum. 

5. J. Beid3 quotes a case recorded by Annesley, that of a boy seven 

1 Journal of Anatomy and Physiology, London, 1867-69, vol. ii. p. 14. 
2 Arch. f. path. Anat., etc., Berlin, 1865, vol. xxxii. p. 94. 
3 Edinburgh Medical and Surgical Journal, 1836, vol. xlvi. pp. 70-74. 
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years old. The caput caecum was found lying in the right lumbar 
region; from this it followed its usual course, until it reached the left 
iliac fossa, where it crossed the spine to the right iliac fossa; here it 
turned upon itself and passed into the pelvis upon the right side. The 
trunk of the interior mesenteric artery, after sending off the left colic 
and sigmoid branch, passed to the right of the spine, accompanying the 
intestine. The testicles had descended. 

6. A Buchanan,1 in an article entitled “ Fatal Cases of Obstruction 
and Enormous Distention of Belly arising from a Peculiar Conforma¬ 
tion of the Colon,” describes a case in which the colon observed its usual 
course as far as the left groin, when it again ascended as high as the 
transverse arch immediately under the liver, and then, turning to the 
right side, it descended into the pelvis. 

7. Another case was that of a man whose bowels had been obsti¬ 
nately constipated for some time. The patient died eight days after 
admission to the hospital in agony from distention. The sigmoid flexure 
was much larger than usual, lying chiefly in the umbilical region, in 
front of the small intestines, having its ascending portion on the left 
side and its descending portion on the right. The obstruction was due 
to a twist of the intestine where the colon terminates in the rectum 
(Fig. 2). 

Fig. 2. 

8. J. Yon Droste-Hulshoff,2 in 1829, relates an instance of a girl, 
eleven years old, who died from obstruction of the intestines. The 
autopsy showed that the sigmoid flexure crossed into the right iliac 
region over the body of the last lumbar vertebra, and then, curving to 
the left, descended into the pelvis on the right side. The proximal por¬ 
tion of the loop lying over the beginning of the rectum caused obstruc¬ 
tion by pressure. 

1 London Medical Gazette, 1839, vol. ii. p. 639; 1810, vol. ii. pp. 99,143. 
2 Abhandl. u. Beob. d. aerztl. Gesellseh. zu Munster, 1829, vol. i. pp. 118-126. 
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9. T. Thompson1 saw a male infant, fifteen months old, who died 
after an attack of pneumonia followed by pertussis. On opening the 
abdomen only small intestines could be seen. The whole of the colon 
was found behind the small intestines, and the sigmoid flexure crossed 
into the right iliac region over the promontory of the sacrum, and there 
descended into the pelvis on the right side. 

10. H. F. Vickery2 records a case of a patient who is living to-day and 
has obtained life insurance without difficulty. There is complete trans¬ 
position of the viscera. On examination, the heart, liver, and spleen 
were found to be transposed from their normal positions to the opposite 
side of the body respectively. On inflation, the stomach was found 
lying toward the right side instead of the left side, and air injected per 
anum distended the colon on the right, as if the descending colon were 
upon that side. The left testicle, as in other men, hung lower on the 
left side, and he was right-handed. 

11. E. E. Maddox3 records the post-mortem of a male subject. For some 
inches below the splenic flexure the descending colon occupied its usual 
position, but thence with an abrupt curve it passed across the abdomen 
to the right side, and lay in this horizontal part of the course, behind 
the small intestines and the origin of the mesentery, bound by perito¬ 
neum to the aorta and vena cava near the termination of the former. 
It was then continued into an ample sigmoid flexure in the right iliac 
fossa, which lay in front of the csecum, and was invested by peritoneum 
derived from the covering of that viscus through a mesocolon about two 
inches wide. The rectum crossed down the right side of the sacrum, 
and but for this reversal of position bore its normal relation to the peri¬ 
toneum. 

This abnormality must from its nature have been congenital, and 
differs essentially from the not infrequent displacements of the sigmoid 
flexure to the right, attributed to the exceptional length of the meso¬ 
colon, and in which the descending colon must of necessity lie in front 
of the small intestines, to reach the right iliac fossa. Their occurrence 
must be viewed as more or less accidental, and due to the extreme 
license afforded to the sigmoid flexure by the unusual length of its 
tether. 

12. 13. Gruber4 describes post-mortems of two adult males, in both 
of whom the sigmoid flexure entered the pelvis on the right side of the 
promontory of the sacrum. One case died of typhoid and the other of 
typhus fever. 

14. J. Barton5 reports the following unusual arrangement of the large 
intestine discovered in the body of an old male in the dissecting-room. 
The ascending and transverse colon were in their normal position, but 
their peritoneal attachments were so long that they could be drawn into 
any region of the abdomen. The descending colon was normal until it 
reached the level of the second lumbar vertebra. Here it turned across 
the abdomen, attached to the under surface of the mesentery, to the right 
iliac fossa; the intestine ran up in the right lumbar region and touched 
the under surface of the right lobe of the liver; here a short band of 

1 London Medical Gazette, 1836, vol. i. p. 557. 
2 Boston Medical and Surgical Journal, January 18,1898, p. 34. 

3 Journal of Anatomy and Physiology, London, 1882-83, vol. xvii. p. 403. 
4 Arch. f. path. Anat., etc., Berlin, 1885, vol. cix. p. 497. 
5 Transactions of the Royal Academy of Medicine, Ireland, 1889, vol. vii. p. 392. 
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adhesion attached it to the liver. It then turned down again to the 
outer side of the ascending coil into the right iliac fossa, and passed 
into the pelvis well to its right side, and so on to the anus. 

15. W. S. Melsome1 reports four cases of unusual position of the 
sigmoid flexure, which are interesting in connection with the case re¬ 
ported. In one of them the rectum was situated in the right side of 
the pelvis. 

16. A. Farenholt,2 3 while operating on a cadaver in the Bellevue Hos¬ 
pital Medical School, found the csecum in the right hypochondriac 
region, in close proximity to the gall-gladder. The appendix was normal 
and pointed downward. Both structures were held in their place by the 
mesentery. The sigmoid flexure occupied the usual position of the 
caecum on the right side. There were no peritoneal adhesions present. 

17. 18. D. E. Mundell5 reports two cases in which the sigmoid flexure 
occupied the right iliac fossa. 

In illustrating the operation for appendicitis on the dead subject to 
the class in operative surgery the following condition was found : the 
usual site of the caecum was occupied by the sigmoid flexure, which, pass¬ 
ing transversely across the body of the fourth lumbar vertebra, formed 
a bend in the right iliac fossa, and then ran down into the pelvis on the 
right side. The caecum was high in the lumbar region, being on a level 
with the upper border of the fourth lumbar vertebra. 

The next case he met in the dissecting-room. The sigmoid circled 
the left iliac fossa, lying close behind Poupart’s ligament, then ran back 
along the left margin of the pelvis, across the sacrum to the right side, 
and then down into the pelvis. No investigation was made as to the 
situation of the appendix. 

Examples of Other Abnormalities and Malformations of the Intestines. 

J. Abernethy4 describes an anomalous condition of the intestines in 
the body of a boy brought to him for dissection. The length of the 
colon was uncommon ; having, as usual, ascended to the right hypochou- 
drium, it was reflected downward even into the pelvis; it then reascended 
to the left hypochondrium, and afterward pursued its usual course. The 
duodenum, jejunum, aud ileum, when detached from the body and ex¬ 
tended, measured only two feet in length, while the extent of the large 
intestine exceeded four feet. The utmost length of the intestinal tube 
was little more than six feet, whereas it should have been about twenty- 
seven feet. 

Behm5 reports a case of an infant in which the autopsy showed a 
general undeveloped state of the alimentary tract extending from the 
stomach, which had a capacity of only two drachms, to the descending 
colon, the lower portion of which was fully developed. The undevel¬ 
oped portion was so narrowed as barely to admit a small sound through¬ 
out its leugth. 

Cabot6 reports the case of a boy, thirteen years old, who died of per- 

1 Proceedings of the Anatomical Society of Great Britain and Ireland, London, 1993, p. 30. 
2 Boston Medical and Surgical Journal, 1894, vol. cxxxi. p. 427. 
3 Dominion Medical Monthly, Toronto, 1895, vol. v. p. 39. 
* Philosophical Transactions, London, 1793, pp. 63-65. 
® Wochen. f. d. Ges. Heilk., Berlin, 1838, vol. iv. p. 698. 
® Boston Medical and Surgical Journal, 1861, p. 546. 
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forative appendicitis. The arch of the colon was parallel with the 
ascending portion, being pushed aside by a soft, resonant, elastic tumor 
which occupied the left side and centre of the abdomen. This proved 
to be the wall of a sac formed by a separation of the layers of the 
mesentery which usually constitute the transverse mesocolon. This con¬ 
tained the greater part of the small intestine, and was evidently con¬ 
genital, as the mouth of it was two or three inches in diameter, and the 
margin smooth and rounded. The intestine itself was unchanged. The 
other organs were normal. 

J. Chiene1 relates a case found in the dissecting-room, in which the 
duodenum passed upward into the right hypochondrium, and then sweep¬ 
ing downward into the right lumbar region, became continuous with the 
jejunum without crossing from right to left in front of the aorta. Nine¬ 
teen feet of coils of small intestine occupied the right and middle regions 
of the abdomen. The caecum was not lodged in the right iliac fossa, 
but lay loose in the cavity of the abdomen. A mesocsecum, five inches 
broad, directly continuous with the mesentery, passed to the surface of 
the last lumbar vertebra. The colon, twisted on itself and not sub¬ 
divided into an ascending and transverse portion, lay to the left of the 
middle line, and was continuous with the descending colon and sigmoid 
flexure, which occupied their proper regions. 

Also in the case of a female, the caecum was situated in the right 
hypochondriac and lumbar regions; the right iliac fossa was covered by 
the parietal peritoneum, and the ileum passed through it to join the 
caecum. 

E. Fairland'2 reports the following interesting condition found at 
autopsy following an unsuccessful left lumbar colotomy: A bifurcation 
of the intestine commencing one and one-half inches from the pylorus. 
One portion, which was probably the small intestine, ended in a blind 
pouch. The other portion was of smaller diameter, also ending in a 
blind sac from which sprang a rudimentary vermiform appendix and a 
pipe-like portion of gut terminating at the cul-de-sac forming the rectum. 

W. Gruber3 4 describes five cases of anomalous position of the intestines, 
in one of which the .descending colon crossed the vertebral column 
obliquely, then turning again in its axis, recrossed in the opposite direc¬ 
tion, and the sigmoid and rectum entered the pelvis in the normal posi¬ 
tion. 

In another place he reports1 a case of fixation of the descending colon 
by means of a broad mesocolon in front of the lumbar vertebrae, the 
upper part of the sigmoid being in front of the sacrum. 

Hurd5 reports a case of imperforate anus. The sigmoid flexure 
opened into the prostatic portion of the urethra. The child lived 
fifteen months, feces passing through the urethra. Such cases seem to 
be a reversion to a primitive type of vertebrate life. 

J. Reid6 has contributed a very valuable paper on the subject, and 
reports a case of an individual who died of some thoracic disease. 
Autopsy showed the caput csecum was placed in the upper part of the 

1 Journal of Anatomy and Physiology, London, 1867-68, vol. ii. pp. 14-18. • 
2 British Medical Journal, 1879, vol. i. p. 851. 
s Arch. f. path. Anat., etc., Berlin, 1865, vol. xxxii. p. 94. 
4 Oesterr. Zeitschr. f. prakt. Heilk., Wien, 1865, vol. xi. p. 269. 
5 Boston Medical and Surgical Journal, 1885, vol. cxiii. p. 294. 
6 Edinburgh Medical and Surgical Journal, 1836, vol. xlvi. pp. 70-74. 
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left lumbar region; the colon first passed through the left lumbar region 
to the lower part of the left iliac fossa, it then turned up again to the 
left lumbar region, the ascending portion lying internal to and nearly in 
close apposition with the descending portion; in the left lumbar region 
it again-formed an acute angle and again traversed the left lumbar 
region and left iliac fossa, close to and internal to the ascending portion, 
and then passing over the sacro-iliac synchondrosis it terminated as 
usual in the rectum. 

He also mentions another case in which coils of large intestine with 
sharp flexures occupied the left lumbar region. At one of these angles 
there was an obstruction from which the patient died. The malposition 
in both cases was the original formation of the parts and not the effect 
of disease or any other agency. 

In the same paper Dr. Reid comments as follows: 
‘ ‘ Beside the cases of transposition of the whole of the viscera, various 

irregularities in the position of the large intestines are mentioned by 
practical authors and by those engaged in elucidating the development 
of the foetus; some of these undoubtedly arising from original conforma¬ 
tion, and others from disease. The most common of the former of these 
seems to depend upon the unusual length of the intestine, particularly 
of the transverse arch of the colon.” He quotes Morgagni and Annesley 
as giving examples, also Dr. Wells1 and Geoffroy-Saint-Hilaire. Reid goes 
on to say that the caput caecum maybe placed higher than usual so as to 
lie in the right lumbar region or toward the umbilicus. Annesley gives 
one case in which the caput was found in the middle of the pelvis. The 
body was that of a female, who had died of pleurisy, in whom the caput 
caecum was placed loose in the lower part of the pelvis, and the ascend¬ 
ing colon was firmly fixed by the peritoneum in the right iliac fossa. 
The sigmoid flexure, after passing into the pelvis, turned upon itself at 
an acute angle, and re-entered the left iliac region, about the middle 
part of which it formed an acute angle and returned to the pelvis. All 
the abdominal viscera were quite healthy. 

He goes on to say that in connection with the high position of the 
caecum we may have the colon passing from the umbilical region down 
the centre of the abdomen, to terminate in the rectum. These are the 
more interesting, as they approach nearly to the position which the large 
intestine occupies in the first months of foetal development. 

Meckel2 has ascertained that in the early months of utero-gestation 
the colon does not consist of ascending, transverse, and descending por¬ 
tions, as in the adult, but is nearly straight, and that it is only toward 
the end of the fourth month that the caput caecum reaches the right 
lumbar region. 

According to Serres, the position of the caput caecum in the right 
iliac fossa is intimately connected with the descent of the testicle in the 
male and that of the ovary in the female. In those cases where the 
descent of the testicle has been arrested he has found that of the caecum 
also arrested. According to Meckel, the descending colon describes a 
larger curvature in the left iliac fossa in the foetus during the latter 
months of utero-gestation, so that its appearance in the adult is only 
the continuance of the arrangement peculiar to the foetus at that period. 

1 Transactions of the Society for Improving Medical and Surgical Knowledge, vol. iii. 
2 Manuel d’Anatomie G6n6rale, Descriptive, etc., tome ii. 
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Though many of the abnormal appearances in the adult can be beau¬ 
tifully and most satisfactorily accounted for by the arrestment of the 
development, yet there are others which as yet cannot be thus explained. 

W. Turner1 reports two cases of malposition of the caecum : 
1. Adult male. The caecum occupied the right lumbar and hypo¬ 

chondriac regions. It was loosely attached by an extensive mesentery, 
which allowed it to be thrown across to the left of the median line. It 
passed immediately into the transverse colon ; there being no ascending 
colon, its place was occupied by the terminal end of the ileum. 

2. Aged female. The caecum was misplaced downward, resting on 
the floor of the pelvis. Owing to this position, the lower end of the 
ileum also entered the pelvis and passed to the right side of that cavity 
to join the large intestine. The caecum and as much of the ascending 
colon (about two inches) as was placed in the pelvis were completely 
surrounded by peritoneum, so that they possessed considerable mobility, 
and could be thrown over to the left of the pelvis, or even drawn upward 
into the cavity of the abdomen proper. In this case the development, 
instead of being arrested, was excessive, the caecum and ascending colon 
passing through their proper regions to one beyond. 

This case is of particular interest in connection with the case which 
I have here reported, in which, it will be remembered, there was an 
overdevelopment of the caecum, as shown by its occupying the true 
pelvis. 

J. M. Alexander.2 Case of double colon in a boy, aged eight years. 
This case proves to be not a true double colon, as the title implies, but 
a reduplication of the colon upon itself by a sharp flexion at the posi¬ 
tion of the sigmoid, ascending to the right of the descending colon 
eleven inches, and descending again to the right and joining the rectum. 
The whole colon measured six feet. 

A. Buchanan3 remarks that the colon is more subject than any other 
part of the intestinal canal to vary in length and in mode of disposition. 

Upward of twenty examples of such variations will be found recorded 
in the works of Morgagni. The most common of these variations is 
that observed in the transverse arch of the colon, which, instead of 
running straight from right to left immediately under the liver and 
stomach, is inverted downward, so as to reach the umbilicus or even the 
urinary bladder. He goes on to cite various cases from Morgagni, 
among which was one in which the colon, after observing its usual 
course as far as the stomach, passed thence right down to the sacrum in 
front of the small bowels. Instances are not infrequent of the sigmoid 
portion of the colon deviating from its usual course. It sometimes 
passes from the left groin across the fundus of the bladder to the right 
groin, and thence, ascending and turning to the left, it goes over the top 
of the sacrum to form the rectum. A case is quoted from Morgagni in 
which the sigmoid flexure of the colon lay almost completely in the 
umbilical region of the abdomen. The following variety escaped the 
notice of Morgagni. The author states that it is rare in Italy, but may 
be more common among the inhabitants of the British Isles. Within 
a period of seventeen years he had observed several examples of this 

1 Edinburgh Medical Journal, 1863-64, vol. ix. pp. 110-16. 

2 Cincinnati Lancet and Clinic, 1880, N. S., vol. iv. p. 511. 
3 London Medical Gazette, 1839, vol. ii. p. 639. 
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variety in Scotland. The first case he saw in 1891; Dr. Hunter observed 
a similar case in 1831. (Case of right-sided sigmoid flexure already 
quoted.) 

In another remarkable-case, the colon, crossing from the left to the 
right groin, ascended parallel to the right colon, and then, turning to 
the left, descended near the mesial line of the body into the pelvis. Of 
the deviations from the usual conformation of the colon described above, 
those occurring at the proximal or middle portions of the intestine do 
not appear to be productive of any disease or inconvenience to the indi¬ 
viduals so constituted. On the other hand, the deviations which occur 
at the distal extremity of the colon have been, in several instances, found 
to accompany a very severe disease which doubtless is produced by the 
faulty conformation. He relates a case, aged forty or fifty years, which 
died of obstruction witli enormous distention. All kinds of purgatives 
had been used in vain. At autopsy the colon was found to observe its 
usual course until it reached the left iliac region, when it made a sweep 
to the right, passing behind the portio and returning across the lower¬ 
most lumbar vertebra; it then ascended until it came in contact with 
the transverse arch, when, turning to the right, it descended to the 
sacrum. The obstruction had taken place at the promontory of the 
sacrum, where the beginning sigmoid was pressed between the overlying 
fold of colon and the promontory. The second case was a female of 
forty years, of costive habit. Nine days previous to her admission to 
the hospital nothing had passed from the bowel, and the obstruction 
continued until her death, five days later. Autopsy showed an enor¬ 
mously distended colon. It followed its usual course to the left iliac 
fossa, and then ascended as high as the transverse arch, and, turning to 
the right, descended nearly in the middle of the line of the belly to 
form the rectum. There was also an incurvation downward of the right 
half of the transverse arch. At the termination of the colon in the 
rectum the intestine was observed to be twisted from left to right, and 
this was the cause of the obstruction. 

The third case was one of right-sided sigmoid flexion, already quoted. 
In a subsequent paper1 he reviews the subject of obstruction of the 

bowels the result of congenital or anomalous displacement of the colon, 
and adds two more cases from the literature of the subject. The first 
occurs in the Sepulchretum Anatomicum of Bonetus, the father of patho¬ 
logical anatomy, and we may, therefore, add of rational medicine. It 
is extracted from the observations of Tidicseus, who flourished in the 
end of the sixteenth century. (Fig. 3.) A pregnant woman, who was 
a seamstress and worked daily from early dawn until late at night, be¬ 
came so constipated that just before her confinement she had not had a 
passage from the bowels for twenty days. Nothing relieved the incred¬ 
ible pain and swelling of her belly. Labor at length came on, and she 
was delivered of an immature, but living child. Notwithstanding the 
expulsion of the foetus, the belly did not in the least diminish in size. 
The bystanders thought that the belly would burst on account of the 
excessive tension. She died soon after her labor, and the autopsy showed 
the colon enormously distended with excrement and wind. The colon 
at that part where it descends from the left kidney turned to the right 
as far as the region of the umbilicus, under which, and situated between 

London Medical Gazette, April 17, 1840, p. 143. 
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the tracts of the recti muscles, it was seen descending in the middle of 
the belly, in a straight line from the stomach. A twist in the lower part 
of the colon had taken place where it is continuous with the rectum, 

Fig. 3. 

thus causing the obstruction. Buchanan thinks that the obstruction 
was not due to the twist, but to the unusual position of the colon, lying 
between the promontory of the sacrum and the gravid uterus. 

Fig. 4. 

The other case was observed by Abercrombie,1 of Edinburgh, in 1815. 
A man, aged sixty years, died of obstruction of the bowels. He had 
suffered twice with similar attacks. The sigmoid flexure crossed to the 

1 Edinburgh Med. and Surg. Journal, vol. xvi. p. 15. 
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right and in front of the bladder, then ascended toward the umbilical 
region, then, turning sharply to the left, descended beneath the first sec¬ 
tion of the sigmoid into the pelvis. The obstruction occurred at this 
point. (Fig. 4.) 

C. F. Dressel1 2 reports the case of a girl, nineteen years old, who died 
after great suffering from obstruction. The colon was enormously dis¬ 
tended. The first portion of the transverse colon descended as far as 
the uterus, and then the second portion ascended again to the left hypo- 
chondrium, where it joined the first portion of the descending colon. 
The caput coli, the dependent loop of the transverse colon, and the sig¬ 
moid flexure were filled with masses of hard excrementitious matter, 
thus producing the obstruction. (Fig. 5.) 

Fig. 5. 

Esquirol* reports a case in which the transverse colon, after making a 
sharp curve in the right hypochondrium, descended perpendicularly in 
the middle line and entered the pelvis directly behind the pubis. The 
patient was an insane woman, aged twenty-eight years, who died from 
obstruction of the bowels. 

D. S. Fiske.3 A case of an infant who died with imperforate anus. 
The child had been operated upon when twenty-four hours old, and died 
in a few hours. The colon, after running through its usual course to 
the left iliac fossa, formed the sigmoid flexure. From this point it passed 
into the pelvic cavity, and, ascending again, terminated in the pelvis of 
the right kidney, thus occupying the place of the ureter. The calibre 

1 Journ. de Chir. und Augenh., Berlin, 1833, vol. xix. pp. 664-668. 
2 Journ. Gen. de M6d. Chir. et Pharm., Paris, 1818, vol. lxii. p. 341. 
3 Northern Lancet, Plattsburg, N. Y , 1853, vol. vii. p. 85. 
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of the intestine was not in the least diminished to the very point of 
attachment in the kidney. 

J. Malden.1 An adult female, died of ileus. The transverse colon 
descended from the right hypochondriac region to the right iliac, and 
then ascended again to the left hypochondriac region, whence it pursued 
its usual course. 

H. Smith.2 An infant died with imperforate anus. The colon was 
much inflated. It passed up on the right, and making a short turn across 
the umbilical region, terminated in a smooth rounded extremity or blind 
sac. There was a well-formed caput coli, but no appendix vermiformis. 
The small intestines were healthy and perfect. 

The sigmoid flexure and rectum seemed not to have been formed, but 
upon examining the pelvis there appeared a tortuous gut not larger than 
a swan’s quill, which could be traced along the left side of the spinal 
column, and which, passing through the pelvis, terminated in the anus. 

W. Walters.3 4 The first born of twins died ninety-eight hours after 
birth. The surviving twin-sister was healthy, without any defect or mal¬ 
formation. At autopsy the left metacarpal bone and phalanges of the 
thumb were entirely absent, and the hand was bent upward upon the 
wrist at a right angle. 

Six inches below the caecum the colon terminated in a cul-de-sac. 
The terminating point of the colon was a little below the commence¬ 
ment of its transverse portion, and adjacent to this point it was 
found again commencing in a cul-de-sac, and extending thence unin¬ 
terruptedly several inches to the sigmoid flexure. The whole extent of 
this portion was contracted almost to a cord, and was entirely empty. 
The rectum was also empty and contracted in its upper portion. 

N. Dayabhai* relates a case found at autopsy, in which the descend¬ 
ing colon crossed obliquely downward from tbe splenic flexure to the 
caput coli in the right iliac fossa. From this point it turned straight 
across over the promontory of the sacrum to the left iliac region. Here 
it formed the sigmoid, which entered the pelvis normally, 

The normal course of development of the intestines has been described 
by Professor Flower,5 and also by Professor Cleland.6 He says that a 
peritonitis occurring in foetal life by the formation of temporary or per¬ 
manent adhesions could so modify development as to give rise to almost 
any deformity, arrest of development, or anomalous position. Old scars 
of the peritoneum are frequently found in these anomalous cases, and 
occasionally the bands and adhesions persist, as in a case reported by 
R. B. Young.7 

B. Robinson,8 in an article entitled “ Unusual Cseca in One Hundred 
and Thirty Autopsies,” says: “ The most impressive, unusual cseca are 
the excessively developed ones which lie on the pelvic floor or are turned 
toward the middle of the abdomen.” 

1 Midland Medical and Surgical Reporter, Worcester, 1828-29, vol. i. p. 53. 

2 London Medical Gazette, 1840, vol i. p. 789. 
3 Medical Examiner, Philadelphia, 1855, vol xi. p. 724. 
4 Indian Medical Record, Calcutta, 1893, vol. iv. p. 286. 
5 Medical Times and Gazette, 1872, vol i. p. 291. 
6 Journal of Anatomy and Physiology, May, 1868; May, 1870; April, 1883. 
7 Ibid., London, 1884-85, vol. xix. p. 98. 
s Gaillard’s Medical Journal, New York, 1895, vol. lxi. p. 98. 


